End-stage renal disease (ESRD) in diabetes is a life threatening complication resulting in a poor prognosis for patients as well as high medical costs. The aims of this systematic review were (1) to evaluate the incidence of ESRD due to all causes and due to diabetic nephropathy in the diabetic population and differences between incidences of ESRD with respect to sex, ethnicity, age and regions, (2) to compare incidence rates in the diabetic and non-diabetic population, and (3) to investigate time trends. The systematic review was conducted according to the PRISMA group guidelines by performing systematic literature searches in the biomedical databases until January 3 rd 2015; thirty-two studies were included. Among patients with incident type 1 diabetes the 30-year cumulative incidence ranged from 3.3% to 7.8%. Among patients with prevalent diabetes, incidence rates of ESRD due to all causes ranged from 132.0 to 167.0 per 100,000 person-years, whereas incidence rates of ESRD due to diabetic nephropathy varied from 38.4 to 804.0 per 100,000 person-years. The incidence of ESRD in the diabetic population was higher compared to the non-diabetic population, and relative risks varied from 6.2 in the white population to 62.0 among Native Americans. The results regarding time trends were inconsistent. The review conducted demonstrates the considerable variation of incidences of ESRD among the diabetic population. Consistent findings included an excess risk when comparing the diabetic to the non-diabetic population and ethnic differences. We recommend that newly designed studies should use standardized methods for the determination of ESRD and population at risk.
Introduction
Diabetes mellitus (DM) has become a large worldwide public health problem. In recent years the global prevalence of diabetes mellitus has increased substantially, reaching 8.3% in 2014, which corresponds to 387 million patients [1] . In Western countries, diabetes is considered to frequently lead to chronic renal replacement therapy (RRT) due to ESRD. Published studies reported that among patients who started RRT the proportion of patients with diabetes ranged from 24% (only counting diabetic nephropathy) [2] to 51% (all causes counted) [3] . Taking into account the increasing prevalence of obesity [4] [5] [6] and diabetes [1] as well as improved survival patients with diabetes [7, 8] an increase of the incidence of ESRD can be expected with correspondingly severe individual and social consequences. ESRD is a life threatening complication resulting in a poor prognosis for individuals with DM. Epidemiological studies showed that the combination of ESRD and diabetes leads to an increased risk of cardiovascular events [9, 10] . A high incidence of cardiovascular disease leads to a shorter life expectancy in this group of patients. The published studies have demonstrated an increased mortality among ESRD patients with diabetes compared to ESRD patients without diabetes [3, [11] [12] [13] [14] [15] . Furthermore, the treatment of ESRD entails high medical costs [16] [17] [18] . Reducing diabetes-related ESRD by at least one third was declared as a 5-year goal in the St. Vincent Declaration in 1989 [19] . Since then, numerous epidemiological studies concerning the incidence of ESRD in the diabetic population have been conducted. The published results have demonstrated considerable variation in the incidence of ESRD, especially with respect to time trends [3, [20] [21] [22] . Moreover, the studies differed largely with respect to study population and study design, and hence they are difficult to compare. Few non-systematic reviews dealing with this topic have been performed, and most of these were published prior to 2000 [23, 24] or analyzed the incidence of ESRD among persons with diabetes in relation to the general population [25, 26] . No systematic review has been performed up to now. Given the lack of systematic knowledge, we have conducted the first systematic review concerning the incidence of ESRD in diabetic (compared to non-diabetic) patients.
The main objectives of this review were (1) to evaluate the incidence of ESRD due to all causes and due to diabetic nephropathy in the diabetic population and differences between incidences of ESRD with respect to sex, ethnicity, age and regions, (2) to compare incidence rates in the diabetic and non-diabetic population, and (3) to investigate time trends.
Methods
The systematic review was performed according to the PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) guidelines [27] (S1 Table) .
outcome measures (IR, CumI and RR), estimates of incidence and RR (given with confidence intervals and age-sex-adjusted), as well as the analysis and reporting of the time trends (descriptive or based on multivariate regression models). Using this tool we defined criteria based on clinical and epidemiological expertise and ranked potential sources of bias into low or high risk of bias according to the recommendations of the Cochrane approach Study Quality Guide (Table 1) .
Categorization of studies
Due to the high heterogeneity of the studies, we analyzed the outcomes of interest in accordance with the reported diabetic population (incident or prevalent cases), cause of ESRD (all causes or only due to DN), type of diabetes, and incidence measures (IR or CumI). The following categories resulted: (a) studies describing incidence of ESRD due to DN in population with incident diabetes, (b) studies describing incidence of ESRD due to all causes in population with incident diabetes, (c) studies describing incidence of ESRD due to DN in population with prevalent diabetes, and (d) studies describing incidence of ESRD due to all causes in population with prevalent diabetes. In each group, we further classified the results by incidence measures (CumI or IR), type of diabetes, and definition of ESRD (e.g. RRT or dialysis) as well as crude and adjusted estimates. We decided not to show the incidence rates in cohorts with incident diabetes due to the difficulty of interpreting these results. We therefore only presented the cumulative incidence in populations with incident diabetes. The results from studies reporting relative risks were presented in a separate table.
Statistic methods
The results (IR, CumI, and RR) from included studies were presented as age-sex-adjusted estimates if available, otherwise crude rates were reported. All estimates were presented with 95% confidence intervals (95% CI) if available. In either case, the number of events of ESRD was included in the results tables. We described time trend as "descriptive" if the reviewed studies have reported only annual incidence ESRD without using any multivariate regression models.
From previous experience, we expected that the studies would be too heterogeneous to allow for a quantitative summary of results. Indeed, and as judged with regard to content and not by performing prior statistical tests for homogeneity we found all estimates too heterogeneous and performed no meta-analyses. 
Results

Searching and inclusion
Initially we retrieved 1,974 citations, from which 29 papers met our inclusion criteria. Four additional articles were identified by checking the reference lists of selected papers. Hence, 33 articles were included in this review. The selection procedure is presented in Fig 1 .
Study design and quality assessment
With regard to the main outcome, different definitions of ESRD were considered. Most studies (n = 24) used RRT, three studies RRT or dialysis in combination with death due to ESRD, two studies first dialysis, three studies overall dialysis (n = 3), and one study ESRD based on clinical symptoms and/or laboratory analyses ( Table 2 ). The majority of studies that reported incidence of ESRD did not differentiate the diabetes type (n = 18), followed by studies solely analyzing type 1 diabetes (n = 8) or type 2 diabetes (n = 1 as type 2 diabetes, n = 3 as NIDDM), and studies investigating both types of diabetes but differentiating between NIDDM and IDDM (n = 3).
All of the studies reviewed used an appropriate study design: nine studies were prospective and 25 were retrospective (quasi prospective). Most of the studies (n = 28) had sourced their data concerning ESRD cases from a centralized database such as the national renal registry. The majority of studies included a minimum of four cases. The partial results from one study were not included due to the small number of cases (n = 3) yielding wide confidence intervals [29] . The included studies used different sources to estimate the population at risk (persons with diabetes): 19 studies used data from national surveys, five studies data from national or local diabetes registries, three studies data came from national or local insurance companies, and four studies sourced data directly from physicians' or hospital records. Two studies reported diabetes prevalence without referring to reliable sources (Table 2) .
Only six studies [30] [31] [32] [33] [34] reported duration of diabetes and few studies reported clinical risk factors for the development of ESRD such as glucose concentration [31] [32] [33] , blood pressure [29, 31, 32, 35, 36] and lipids [31, 33] . Also cardiovascular disease was only rarely considered [3, 21, 29, 32, 36] , and no study analyzed an interaction between cardiovascular disease and diabetes in the incidence of ESRD.
With regard to statistical significance, a third of the studies (n = 13) reported results with a 95% confidence interval. More than half (n = 18) of all the included studies took time trends into consideration; however, only twelve of them described the time trend with appropriate statistical methods. Due to the high heterogeneity of the included studies no meta-analysis was performed
Main findings
Incidence of ESRD due to diabetic nephropathy in the population with incident diabetes. The CumI of ESRD due to DN was analyzed only in one study (Table 2A, Table 3A ) and reached 3.3% after 30 years diabetes duration (DD) [37] .
Incidence of ESRD due to all causes in the population with incident diabetes. Five studies reported the incidence of ESRD due to all causes in populations with newly diagnosed DM (Table 2B ).
In the Canadian study without distinction between the types of diabetes, the CumI after 25 years DD reached 12.3% among First Nations people compared to 4.3% in their non-First Nations counterparts [41] .
Differences between sex, ethnic origin and age: Only one study was able to show a significant association between gender and risk of ESRD [29] . Ethnicity as a risk factor for ESRD was The Incidence of ESRD in the Diabetic Population The Incidence of ESRD in the Diabetic Population The Incidence of ESRD in the Diabetic Population The Incidence of ESRD in the Diabetic Population The Incidence of ESRD in the Diabetic Population The Incidence of ESRD in the Diabetic Population described in two studies [39, 41] . An early age at the onset of DM was shown as a protective factor for ESRD in five studies [37, 38, 40, 29, 41] (data not shown). Time-trend: Four studies reported a lower risk of ESRD for patients whose diabetes was diagnosed in more recent years [38] [39] [40] 29] .
Incidence of ESRD due to diabetic nephropathy in the population with prevalent diabetes. Nineteen studies reported the incidence rate of ESRD due to DN (Table 2C ).
Cumulative incidence: No studies were found Incidence rates: When considering solely IDDM/ type 1 diabetes, the crude IR reached 491.7 (95% CI na) per 100,000 PY in the USA [45] and 546.0 (95% CI na) per 100,000 PY in Japan [30] (Table 3C) . Age-adjusted IRs in the type 1 diabetic population varied between 295.6 and 564.9 (95% CI na) per 100,000 PY [42] . Among individuals with NIDDM, the IR of ESRD in the whole population was analyzed solely in one US-study, which estimated a crude IR of 70.6 (95% CI na) per 100,000 PY [45] .
Among those studies without a distinction between types of diabetes, the analysis of crude IRs showed a broad range of IRs of ESRD due to DN from 17.7 (95% CI na) (Basque country, Spain, 2003) [55] to 421.9 (95% CI na) (USA, 1996) [20] per 100,000 PY. The age-adjusted rates varied between 38.4 (95% CI na) per 100,000 PY in the US population (USA, 1980) [50] and 804.4 (95% CI na) per 100,000 PY among American Indians (USA, 1993) [46] .
Differences between sex, ethnic origin, age and geographic region: The vast majority of studies have shown that men were more likely to have ESRD than to women [20, 22, 43, 47, 50, 51] . Most studies analyzing the impact of ethnicity in the IR of ESRD due to DN have reported that the incidence of ESRD was substantially higher among Black, Hispanic, American Indian and Asian individuals than white diabetic individuals [20, 22, 25, 43-46, 50, 51, 54] . With regard to age, the highest IRs of ESRD due to DN were found in the age group 65-74 years [20, 22, 35, 51, 55] . Some geographical differences were found between the studies reviewed. While a study from Spain reported an age-sex-adjusted IR in 2010 of 60.0 (95% CI 57.84-62.16) per 100,000 PY [36] , in the USA the age-adjusted IR for the same time period was 200 (95% CI 191-209) per 100,000 PY [22] . One US study reported marked differences with no clear geographical The Incidence of ESRD in the Diabetic Population The Incidence of ESRD in the Diabetic Population pattern in the USA with IR ranging between 108.3 (95% CI na) per 100,000 PY in Maine and 450.0 (95% CI na) per 100,000 PY in Hawaii [48] . Likewise, in Spain the IR was considerably higher in the Canary Islands than on the Spanish mainland [55] . When solely considering patients with type 1 diabetes, a Japanese study found that the age-adjusted IR was considerably higher in Japan than in the USA [42] . Time trends: US studies have shown that after increasing growth during the 1980s and early 1990s [20, 35, 49, 51] , the incidence of ESRD due to DN has significantly decreased since the mid-1990s up to 2006 by -3.9% (95% CI: -4.7 to -3.1 to) per year [20] . Between 2006 and 2010 [22] the incidence rates did not change considerably (197.7 (95% CI na) and 200 (95% CI 191-209) respectively). Likewise, compatible results-albeit at a later time-were seen in Europe, where a Spanish study showed an increment of age-adjusted incidence from 1994 to 2002 (50.9 and 64.53 per 100,000 PY, respectively) with a subsequent decline to 60.0 in 2010 [36] . A recent study has demonstrated the same trend in Puerto Rico with an increase of incidence from 1996 to 2000 and subsequent reduction in 2010 [47] . In contrast, a strong increase of incidence was observed even in the 2000s in the Canary Islands [55] .
Incidence of ESRD due to all causes in the population with prevalent diabetes. Nine studies reported the incidence of ESRD in populations with prevalent diabetes due to all causes. Four studies reported the incidence of ESRD exclusively in the diabetic population, while five The Incidence of ESRD in the Diabetic Population studies analyzed the incidence rate of ESRD in both the diabetic and the non-diabetic population (Table 2D ). Cumulative incidence: Among patients with type 1 diabetes with a DD at baseline of around 20 years, the CumI after 10 years follow-up reached 4.5% (95% CI na) [31] , whereas among their counterparts with a DD at baseline of 15 years the CumI after 25years follow-up reached 14.2% (95% CI: 11.9-16.5) [32] (Table 4) .
Incidence rates in the diabetic population partly compared to the non-diabetic population: Crude IRs of ESRD among individuals with type 2 diabetes/NIDDM were reported from 104 (95% CI 56-194) per 100,000 PY among patients from Italy [33] to 690 (95% CI na) [56] and 937.6 (95% CI na) per 100,000 PY among American Indians [34] (Table 4) .
Three studies, which estimated age-sex-adjusted IRs of ESRD without differentiating between the types of diabetes, showed comparable results with respect to both study design and results, and ranged between 132.9 (95% CI na) and 167 (95% CI 125-208) per 100,000 PY [3, 13, 21] . A considerably higher IR was found in the study by Muntner et al. with 256.7 per 100,000 PY [35] .
Differences between gender, ethnic origin and age: All studies which stratified results by sex showed higher IR of ESRD among male patients [3, 13, 21, 32] . A considerably higher incidence of ESRD was reported among American Indians [34, 56] . Several studies showed a consistently strong increment of incidence of ESRD with increased age [13, 21, 32, 34, 35, 56] .
Relative risks: RRs for ESRD in the diabetic population in comparison to the non-diabetic population (Table 4) were by far the highest among American Indians [34] with 62.0 (95% CI 20-188) while among the other studies the age-sex-adjusted RRs ranged from 6.2 (95% CI 4.8-7.9)[13] to 12 (95% CI na) [3] . Two German studies showed that the relative risks between individuals with and without diabetes decreased with increasing age in both men and women [13, 21] (data not shown).
One study analyzed RRs for ESRD due to DN in the diabetic population in comparison to the non-diabetic population (Table 4 ) and found a reduction of RRs between 1990 and 2010 from 13.7 (95% CI 12.6-14.9) to 6.1 (95% CI 5.7-6.3). [22] .
Time trends: In the study describing CumI among patients with prevalent type 1 DM, a later time period of diabetes diagnosis was initially found to be a risk factor for the development of ESRD. Nevertheless, this trend was no longer significant after full adjustment [32] . Time-trends of ESRD in populations with and without diabetes (without differentiating the types of diabetes) were reported in two studies with inconsistent results: in the Canadian study from Lok, the age-adjusted IR of ESRD reduced during the time period 1994-2000 annually by only 0.1% in the diabetic population, while in the non-diabetic population this rate increased by 0.5% [3] . No apparent secular trend was found in the German study covering seven years [21] .
Discussion
ESRD among patients with diabetes is a life-threatening disease with poor survival rates and it is associated with high healthcare expenditure. This review was performed to analyze the incidence of ESRD due to all causes and due to diabetic nephropathy. We specified explicit eligibility criteria, conducted comprehensive searches, and assessed risk of bias using criteria specific to this review.
Risk of bias within studies
Selection bias regarding the study population was minimized through the restriction to population-based studies. At the same time we detected some sources for information bias. Firstly, [35] patients with unknown diabetes might have been misclassified as non-diabetic patients. Secondly, most of the studies did not take into account newly diagnosed cases of DM during the observation period. However, since individuals with incident ESRD or RRT are assumed to be more likely diagnosed with diabetes than those without incident ESRD or RRT, including newly diagnosed cases of DM could also cause bias. Finally, among patients with diabetes it is not always easy to determine the primary kidney disease leading to ESRD. This is especially true in the case of patients with type 2 diabetes. The cause of ESRD could be diabetic nephropathy (diabetes per se) or another disease (diabetes as comorbidity). With respect to the statistical analysis, not all the studies reported adjusted estimates or indicated 95% confidence intervals. This could lead to a reduced validity of the results of the study.
Risk of bias across studies
Due to the fact that only articles published in the English language were reviewed, publication (language) bias could not be ruled out. Although we searched five databases, we cannot guarantee that some related papers may not have been identified. However, we did check the reference lists of reviewed articles to identify relevant studies. The studies reviewed used different definitions of ESRD (see methods section) that could cause detection bias. We minimized it by grouping together studies with a similar definition of outcome.
Main findings
We identified 33 studies reporting incidences of ESRD in the diabetic population. Comparisons between studies were limited due to different measures of incidence, definitions of ESRD, diabetes types, observation time periods as well as the heterogeneous demographic characteristics (age, gender, ethnic origin) of the studied individuals. Hence, no quantitative data synthesis was performed due to a high degree of heterogeneity of the included studies. Nevertheless, there are some patterns that can be described. Gender differences. Several studies have reported higher IRs of ESRD [3, 13, 20-22, 29, 47, 49, 50] and CumI [29, 32] among men than in women in the white population. In contrast, two studies found that in the black population women are more likely to develop ESRD [49, 50] . The higher IR of ESRD among white men may be explained partly by a higher prevalence of hypertension among males [21] . Nevertheless, it has been shown that among older patients with type 2 diabetes who were starting RRT, mortality rates were higher among women than men (adjusted HR for death comparing women and men: 1.19 (95% CI 1.08-1.30)) (P< 0.0003) [12] .
Ethnic differences. Studies which analyzed incidence of ESRD with regard to ethnic differences without differentiating the type of DM reported higher IRs among black [20, 22, [43] [44] [45] [49] [50] [51] [52] , Hispanic [20, 44, 49, 50] , Asian [54] , American Indian [34, 46] and First Nations people [41] than their white counterparts. Constant higher relative risks ranging between 2 and 4 were found among black diabetic patients, irrespective of age and gender. The increased IR of ESRD among black and American Indian populations might be explained by genetic predisposition, higher prevalence of hypertension, environmental factors such as smoking, diet, and poor access to healthcare due to low socio economic status (SES) [17, 25, 57, 58] . Furthermore, a higher prevalence of micro-and macro-albuminuria was found among Asian, black and Hispanic individuals than in white patients in the Pathways Study on individuals with DM and identical access to good quality primary healthcare [17] . Moreover, in the Southern Community Cohort Study of 86,000 participants with low SES suffering from diabetes and hypertension, a higher risk of ESRD was shown for black people (HR: 2.4 (95% CI 1.9-3.0)) than white individuals after adjustment for sex, income, smoking status and comorbidities [59] . Ethnic disparities in the IR of ESRD among whites and non-whites (Black, Hispanic, Asian and Native American) were described in the earlier reviews [23, 57, 58] .
International and regional differences. A comparison of the included studies by country showed that among patients with DM the incidence of ESRD was higher in the USA than in Europe and Canada. On the one hand, these differences could be due to ethnic differences, since the proportion of black residents who are more likely to undergo ESRD is higher in the USA than in Europe. On the other hand, a striking difference was also found when comparing the IR of ESRD due to DN between Norway's population and the white US population (referring to the general population) [60] . Therefore, other factors could contribute to the discrepancy in the IR of ESRD between USA und Europe. Although no data were available, it has been hypothesized that access to healthcare, especially nephrology and diabetic care, and management of ESRD risk factors (e. g. blood pressure and metabolic control, lifestyle factors such as smoking) could partly explain this difference [60] . Regional disparities within a country were found in both the USA [48] and Spain [55] . Moreover, a similar pattern was shown in a recent study from France [61] , although this study analyzed IRs of ESRD within the general population. The different background population with regard to age, ethnicity, SES and regional differences in medical care may partly explain these disparities [61] .
Relative risks between diabetic and non-diabetic populations. As expected, all the studies included in this review have shown higher IRs of ESRD in the diabetic compared to the non-diabetic population. The age-sex-adjusted RRs for ESRD in the diabetic population in comparison to the non-diabetic population ranged between 6.2 [13] and 12 [3] in the general population [3, 13, 21] and reached 62 among Native Americans [34] (Fig 2) . However, a comparison of these studies is difficult due to heterogenic study characteristic [22, 3, 13, 21, 34] . The two German studies [13, 21] analyzed a population aged 30 years and older while in the Canadian population [3, 22] individuals aged at least 20 years were included. The very high RR in the study by Nelson et al. could be explained by a low number of cases of ESRD among nondiabetic Native Americans (n = 4). One study estimated RRs for ESRD due to DN and found a decrease of these RRs between1990 and 2010 [22] . Results concerning gender-specific RR between diabetic and non-diabetic populations were inconsistent [13, 21] . A decreasing RR with increasing age [13, 21] could be explained by the strong rise in IRs of ESRD due to other reasons among older non-diabetic patients when compared to diabetic patients from the same age group. Secular trend. 1. Studies which analyzed cumulative incidence of ESRD due to all causes among individuals with type 1 diabetes found that the risk of ESRD was lower for patients whose diagnosis had been established in more recent years [38] [39] [40] . 2. In contrast, studies analyzing incidence rates of ESRD due to all causes have demonstrated no clear time trend: no significant time trends were observed in the German study [21] , while a Canadian study [3] demonstrated a slight decline from 1994 to 2001. However, the time span in these studies was relatively short, and no differentiation between diabetes types was made. 3. Studies which analyzed incidence rates of ESRD due to DN reported that in the USA the highest level of incidence was reached in 1995/1996 with following reduction. [20, 22, 25, 35, 46, [49] [50] [51] . On the Spanish mainland, a similar tendency was observed with an increasing IR up to 2002, followed by a slight decrease [36] . A compatible time trend was described in Puerto Rico [47] (Fig 3) . By contrast, the IR of ESRD on the Canary Islands continuously increased even thereafter [55] . The increase of IR ESRD among diabetic patients during the 1980s and early 1990s might be explained by improvements especially in the treatment of cardiovascular disease among patients with DM, resulting in longer survival but followed by a high risk at the same time for another later complication such as DN and its final stage ESRD. However, this hypothesis cannot be discussed in more detail, since only few studies considered cardiovascular comorbidities, and no study investigated interactions between diabetes and comorbidities in the incidence of ESRD. Another explanation might be the increasing number of dialysis facilities and greater access opportunities for diabetic patients.
The described decline or stabilization of IR ESRD due to DN since the mid 1990's [20, 22, 36, 46] may be regarded as a success in the treatment of patients with DM. However, the results described by Burrows were critically discussed [62] . The problem is that among diabetic patients the IR of ESRD due to DN-regardless of any other chronic illness such as hypertension or renal disease with causes other than diabetes-may be difficult to evaluate. Furthermore, this study did not take the type of diabetes into account. It should be noted that type 1 diabetes and type 2 diabetes are diseases with different pathogenic paths and it is therefore not surprising that dissimilar time trends of ESRD incidence rates between type 1 and type 2 DM were found. A recent French study conducted between 2007 and 2011 which evaluated the incidence of ESRD among diabetic individuals found a decrease in the IR of ESRD among patients with type 1 DM over time (about 10% annually), while the IR increased among patients with type 2 DM (about 7% annually) up to 2009 and stabilized thereafter [61] . A similar tendency was shown in a study analyzing IRs of ESRD among persons with diabetes in Australia and New Zealand between 1991 and 2005, revealing an increase of the IR of ESRD among patients with type 2 DM and a small decrease among patients with type 1 DM [63] . Likewise, Steward et al. reported a compatible trend with a reduction of ESRD incidence rates among diabetic individuals between 1998 and 2001 of 7.8% per year among patients with type 1 DM, and an increment of 9.9% in the same time among patients with type 2 DM [64] . However, these studies solely reported IRs of ESRD within the general population and consequently did not account for the worldwide increase in diabetes prevalence. Therefore, it would be preferable to estimate IRs of ESRD in diabetic populations stratified by diabetes type, taking into account both ESRD due to all causes and due to DN [62] . The Incidence of ESRD in the Diabetic Population
Strengths and Limitations
The selection of studies for this systematic review was based on a systematic search approach with clearly determined search strategies. Two independent reviewers screened the articles and performed the data extraction. We included only those studies reporting IR of ESRD within the population at risk, i.e. the diabetic population. The advantage of this method over IR of ESRD within the general population is that the results are not influenced by changes in the prevalence of diabetes. Moreover, we analyzed incidences of ESRD in the diabetic population in separate groups according to epidemiological parameters (IR or CumI), definition of ESRD and study design (study characteristics). This approach allows limited comparison of the studies despite a high degree of heterogeneity. Our review also has some limitations. Although seven databases were searched, we cannot rule out having missed relevant studies, also due to publication bias. Studies which were published in languages other than English were not included. Most studies reporting on IRs of ESRD among patients with DM within the diabetic population were conducted in economically developed areas such as the USA, Europe, Canada and Japan and thus do not represent a worldwide perspective.
The change in the diagnostic criteria for diabetes from 140 mg/dl (7.8 mmol/l) to 126 mg/dl (7.0 mmol/l) in the fasting plasma glucose level in 1997 [65] led to an increase of the diabetic population due to the inclusion of less severe stages of the disease, and this must be taken into consideration when interpreting the results.
Conclusion
The review conducted demonstrates the considerable variation in incidence of ESRD among the diabetic population. Most studies found a higher incidence of ESRD among male diabetic patients, which was particularly true for the white population. Black, Hispanic, Asian and American Indians/First Nations people have a higher risk of ESRD than white individuals. The incidence of ESRD was substantially higher in the USA than in Europe and Canada. As expected, the incidence of ESRD in the diabetic population was higher than in the non-diabetic population. Owing to the high degree of heterogeneity regarding the causes of ESRD, diabetic populations and types of diabetes, it was difficult to compare the studies. The results concerning time trends were inconsistent: studies reporting incidence of ESRD due to all causes revealed no clear time trend, whereas studies reporting incidence of ESRD due to DN have shown a reduction since the early 2000s.
We recommend that new studies analyzing the incidence of ESRD in the diabetic population should use more consistent definitions concerning the determination of ESRD and population at risk.
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